gliomas. Maldaun et al. [5] , performed a tumour-volume matched cohort study and identified no differences in overall survival, but a significant difference in favour of cystic GBMs for time to recurrence (mean -7.6 months, 95% CI [0.01-18 months] versus non-cystic GBMs -4.2 months, 95% CI [1.8-6.6 months], Log-Rank test p = .04). Kaur et al. [6] , also did not find any difference in survival between both groups.
The origin of cerebellar cystic GBM is not completely understood. Given the proportion of neurons within the cerebellum in comparison to the number of neurons in the supratentorial compartment, around 10% of GBM's [1] should be located in this region, a number far superior to the 0.4-3.4% that has been cited [2] . Some of the literature has described cerebellar astrocytes having a lesser tendency for malignant transformation, even though this is an assumption based on the above epidemiology with no clear explanation behind it [3] .
The implication of the cystic morphology in a patient's outcome has been a matter of debate. Different molecules have been identified, namely; lactate, glutamate and phosphate. It is speculated that these cysts may serve as a reservoir of nutrients supporting tumour growth, or be an accumulation of tumour secretion products [4] . Two main studies have compared the outcomes in patients with cystic versus non-cystic gliomas. Maldaun et al. [5] , performed a tumour-volume matched cohort study and identified no differences in overall survival, but a significant difference in favour of cystic GBMs for time to recurrence (mean -7.6 months, 95% CI [0.01-18 months] versus non-cystic GBMs -4.2 months, 95% CI [1.8-6.6 months], Log-Rank test p = .04). Kaur et al. [6] , also did not find any difference in survival between both groups.
The posterior fossa GBM has a different identity from its supratentorial counterpart. They tend to be smaller and multifocal at diagnosis, H3K27M or NF1 related and lack EGFR amplification. The patients are often younger, the disease usually progresses with leptomeningeal or supratentorial dissemination and the overall survival is shorter [1] . When considering the radiological appearances, Occhiogrosso et al. [7] , found little peritumoral oedema in patients with cerebellar GBM, and Zito et al. [8] , stated this has diagnostic value in differentiating GBM from metastasis of the cerebellum via peritumoral edema or mass effect.
Intratumoural bleeding in GBM's is commonly seen with the proliferation through reticular capillaries and the lack of supportive stroma which was first described by Kondziolka et al. [9] , (19.3% of patients had intratumoral bleeding). Anticoagulation and hypertension don't seem to be important risk factors when there is an underlying malignancy [8] . Considering the most common causes of posterior fossa hematomas are hypertension and anticoagulation, and the most common causes of posterior fossa tumours are metastasis and hemangioblastoma, the present case is unexpected, but should be consider in the differential diagnosis. differential. Nevertheless, an aggressive diagnostic attitude should be supported towards unclear posterior fossa lesions.
